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The study objectives were to characterize the profile of the doctors and nurses caring for patients 
in the craniotomy postoperative period, checking pain assessment methods and to identify the 
existence of analgesia protocols. Cross-sectional and analytical study. The casuistry is constituted 
of 30 doctors and 30 nurses. The results revealed that 83.3 % of the nurses were female, 63.3% 
knew pain scales, and 16.6% said that analgesia protocols exist. Regarding doctors 60% were 
male, 70% knew the pain scales, 3.3% had specialization in pain treatment, 13.3% they stated 
that there are analgesia protocols. The ignorance on the part of doctors and nurses about the 
assessment scales and pain assessment methods reveals the need for the creation of institutional 
policies on controlling pain, the use of instruments for the measurement of the pain phenomenon 
and analgesia protocols in the institution.
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Conhecimento de médicos e enfermeiros sobre dor em pacientes submetidos 
à craniotomia
Objetivos: caracterizar o perfil dos médicos e enfermeiros que cuidam de pacientes em pós-
operatório de craniotomia, verificar métodos de avaliação da dor e identificar a existência 
de protocolos de analgesia. Método: este é um estudo transversal e analítico. A casuística 
constitui-se por 30 médicos e 30 enfermeiros. Resultados: 83,3% dos enfermeiros era 
composto por mulheres, 63,3% conheciam escalas de dor e 16,6% afirmaram existir protocolos 
de analgesia. Quanto aos médicos, 60% pertenciam ao sexo masculino, 70% conheciam as 
escalas de dor, 3,3% possuíam especialização em tratamento da dor, 13,3% afirmaram existir 
protocolos de analgesia. Conclusão: o desconhecimento dos médicos e enfermeiros a respeito 
das escalas de avaliação e métodos de avaliação da dor revela a necessidade da criação 
de políticas institucionais sobre o controle da dor, uso de instrumentos de mensuração do 
fenômeno doloroso e protocolos de analgesia na instituição.
Descritores: Dor; Medição da Dor; Enfermagem; Craniotomia.
Conocimiento de médicos y enfermeros sobre dolor en pacientes sometidos 
a la craniotomia
Objetivos: caracterizar el perfil de los médicos y enfermeros que cuidan a pacientes en 
postoperatorio de craniotomia, verificar métodos de evaluación del dolor e identificar la 
existencia de protocolos de analgesia. Método: estudio transversal y analítico. La casuística 
se constituye por 30 médicos y 30 enfermeros. Resultados: 83,3% de los enfermeros eran 
del sexo femenino, 63,3% conocían escalas de dolor, y 16,6% afirmaron existir protocolos de 
analgesia. En cuanto a los médicos 60% eran del sexo masculino, 70% conocían las escalas de 
dolor, 3,3% poseía especialización en tratamiento del dolor, 13,3% afirmaron existir protocolos 
de analgesia. Conclusión: el desconocimiento de los médicos y enfermeros a respeto de las 
escalas de evaluación y métodos de evaluación del dolor revela la necesidad de la creación 
de políticas institucionales sobre el control del dolor, uso de instrumentos de mensuración del 
fenómeno doloroso y protocolos de analgesia en la institución.
Descriptores: Dolor; Dimensión del Dolor; Enfermería; Craneotomía.
Introduction
Pain is one of the most intimate and subjective 
sensory and emotional experience of an unpleasant 
character associated with actual or potential tissue 
damage(1). It is also defined as the fifth vital sign, and, 
therefore, must be evaluated after the measurement of 
temperature, pulse, respirations and arterial pressure. 
The complaint of pain by the patient should always be 
considered and valued since this is an individual and 
intra-transferable experience. In patients undergoing 
craniotomy pain is most commonly found as a headache 
characterized as moderate to severe(1-3).
Pain is one of the leading causes of morbidity in 
the world, with an estimated prevalence of up to 79% 
in Europe. Pain affects between 19% and 50% of 
Europeans and this prevalence increases with age. It is 
noteworthy that among the forms of pain, migraine is 
considered a public health problem that causes physical 
discomfort and disability in the patients(3-5). A study(6) 
performed on postoperative craniotomy pain found an 
incidence of pain in 93% of the population studied, with 
moderate to severe intensity pain being higher between 
the first and third postoperative day. 
Intense pain can negatively influence patient 
outcomes, delaying their recovery. Effectively treating 
postoperative pain contributes to the maintenance of the 
physiological functions, avoids harmful side effects resulting 
from the pain, allows a shorter hospital stay and lower 
costs, and provides greater comfort and satisfaction to the 
patient(7-8). It is noteworthy that pain is also considered 
as one of the main stressors that affect the quality of life 
of patients, therefore, inappropriate treatment remains a 
critical problem in hospitalized patients. In contrast, the 
appropriate evaluation and treatment of pain improves the 
quality of life of the patients(9).
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Nurses are professionals who spend the majority of 
their time caring for patients, therefore they have a vital 
role in the appropriate management of pain, particularly 
in patients undergoing cranial surgery(10). In this context, 
the motivation for this study emerged with the following 
guiding questions: What is the profile of physicians and 
nurses who care for patients in the elective craniotomy 
postoperative period? What forms of evaluation and 
treatment of pain are used by these professionals? Do 
analgesia protocols exist in the institutions investigated? 
The aims of this study were to characterize 
the profile of the physicians and nurses who care for 
postoperative craniotomy patients, to verify the methods 
of pain assessment, and to identify the existence of 
analgesia protocols in the institution investigated. It is 
hoped that the results of this study may sensitize the 
managers and professionals of the healthcare area 
regarding the appropriate control of postoperative pain, 
since the appropriate management of this is a patient’s 
right and a humanitarian aspect of treatment.
Method
This is a cross-sectional analytical study conducted 
in the Fundação de Beneficência Surgical Hospital (FBHC), 
located in Aracaju, Sergipe, Brazil, during the period 
from March to April 2011. Data collection took place 
after approval by the Research Ethics Committee of the 
Federal University of Sergipe, under protocol No. CAAE-
2678.0.000.107-10, conforming to the disciplinary rules of 
Resolution No. 196 of October 10th 1996, of the Ministry of 
Health, National Health Council (CONEP/Brazil).
The study sample consisted of 30 physicians and 
30 nurses who met the following inclusion criteria: to be 
working in the Intensive Care, Neurosurgery or Semi-
intensive Units of the institution studied and to agree to 
participate. All participants signed the Terms of Free Prior 
Informed Consent (TFPIC), in which the subjects were 
guaranteed confidentiality and that the results would only 
be used for academic purposes. The data collection form 
consisted of information regarding the characterization 
of these professionals, the means they use to identify 
the pain of the patient, clinical manifestations caused by 
the pain, knowledge about the pain evaluation scales, 
medication used for mild, moderate and severe pain 
and analgesia protocols, with the completion of the data 
performed in the presence of the researcher.
The data were stored in a computerized database 
using the Statistical Package for the Social Sciences 
(SPSS) version 20.0 software, descriptive and inferential 
statistical analysis was conducted and presented in 
table form. To investigate the relationship between the 
variables the chi-square and Fisher’s exact tests were 
used, assuming a significance level of 5%.
Results
A total of 60 healthcare professionals, 30 nurses and 
30 physicians, were studied. It was observed that the 
majority of the nurses, 25 (83.3%), were female, of whom 
10 (33.3%) had more than 10 years since their graduation, 
18 (60%) had graduated from public universities, 14 
(46.6%) worked in the intensive care unit and only 3 
(10%) were specialists in this area. It is noteworthy that 
none of the nurses were pain treatment specialists. 
In relation to the physicians, 18 (60%) of them 
were male, 15 (50%) presented more than 10 years 
since their graduation, 27 (90%) had graduated from 
public universities, 18 (60.0%) worked in the intensive 
care unit, 14 (46.6%) had less than 3 years experience 
caring for postoperative craniotomy patients and only 




(n=30) % (n=30) %
Gender
Female 12 40% 25 83.3%
Male 18 60% 5 16.6% 0.001
Time since 
graduation (years)
Less than 5 years 7 23.3% 17 56.6% 0.02
5 to 10 8 26.6% 3 10%
More than 10 15 50% 10 33.3%
University
Public 27 90% 18 66.6% 0.008
Private 3 10% 12 33.3%
Area of work
Intensive Care 18 60% 14 43.3% 0.01
Neurosurgery 5 16.6% 0
Varied 7 23.3% 16 56.6%
Specialization
Intensive Care 12 40% 3 10% 0.001
Neurosurgery 4 13.3% 0
Other 4 13.3% 16 53.3%
Pain treatment 1 3.3% 0
None 9 30% 11 36.6%
Time (years) with 
craniotomy patients 
Less than 3 years 14 46.6% 24 80% 0.02
4 to 10 6 20% 3 10%
More than 10 10 33.3% 3 10%
Table 1 - Profile of the physicians and nurses who care 
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Regarding the methods used by these professionals 
for the evaluation of pain, the study showed that 
these professionals identify pain through the following 
neurovegetative alterations: tachycardia, nausea and 
vomiting, decreased immune system, hyperglycemia 
and reduced intestinal tone. It should be noted that 30 
(100%) of the physicians and 27 (90%) of the nurses 
responded that the main manifestation of pain was 
tachycardia. No professional mentioned the decrease 
in oxygen saturation. As regards the pain evaluation 
scales, 21 (70%) of the physicians and 19 (63.3%) of 
the nurses knew the scales. This highlights that 9 (30%) 
of the physicians and 11 (36.6%) of the nurses were 
unaware of the pain scales.
Table 2 presents the knowledge of the physicians 
and nurses on the use of analgesics recommended by 
the World Health Organization (WHO). There was also a 
statistically significant difference for the variable severe 
pain p<0.001.
Concerning the medication used for mild pain, 29 
(96.6%) physicians and 26 (86.6%) nurses said that 
for this type of pain simple analgesics should be used. 
In relation to moderate pain, it was found that only 16 
(53.3%) physicians and nine (30%) nurses reported 
that weak opioids should be used. Finally, 26 (86.6%) 
physicians and 14 (46.6%) nurses reported that strong 
opioids should be used for severe pain and none of 
the professionals mentioned the analgesic ladder 
recommended by the WHO.
found that 19 (63.3%) of the physicians and 15 (50%) 
of the nurses had no knowledge about distraction and 
relaxation, while 28 (93.3%) of the physicians and 29 
(96.6%) of the nurses had no knowledge about guided 
imagery. 
Table 2 - Knowledge regarding the use of analgesics 





(n=30) % (n=30) %
Mild pain
Knew 29 96.6 26 86.6 0.160
Did not know 1 3.3 4 13.3
Moderate pain
Knew 16 53.3 9 30.0 0.070
Did not know 14 46.6 21 70.0
Severe pain
Knew 26 86.6 14 46.6 0.001
Did not know 4 13.3 16 53.4
Chi-squared test
The knowledge of physicians and nurses regarding 
pain treatment is demonstrated in Table 3. In relation to 
the pharmacological treatment 100% of the physicians 
and nurses demonstrated knowledge, however, in 
relation to non-pharmacological treatments it was 
Table 3 - Knowledge of the pain treatment methods, 
FBHC, Aracaju, SE, Brazil, 2011
Physicians Nurses
(n=30) % (n=30) %
Pharmacological treatment
Yes 30 100 30 100
No 0 0
Patient Controlled Analgesia 
Yes 17 56.6 11 36.6
No 13 43.3 19 63.3
Distraction and relaxation
Yes 11 36.6 15 50
No 19 63.3 15 50
Guided imagery
Yes 2 6.6 1 3.3
No 28 93.3 29 96.6
Regarding the differences between analgesia and 
sedation, 26 (86.6%) of the physicians and 12 (40%) of 
the nurses knew how to differentiate between them. The 
chi-square test showed p<0.0001. (Table 4).
Table 4 - Differences between sedation and analgesia, 







(n=30) % (n=30) %
Knew how to 
differentiate 26 86.6 12 40.0
Did not know how to 
differentiate 4 13.3 18 60.0 <0.0001
Chi-square test p= 0.05
Considering the concept of pain, 19 (63.3%) of 
the physicians and 12 (40%) of the nurses reported 
an adequate pain concept. Regarding the existence of 
analgesia protocols in the institution, it was identified 
that only 4 (13.3%) of the physicians and 5 (16.6%) of 
the nurses said that they existed. 
Discussion
The complexity of postoperative craniotomy patient 
care demonstrates the need for a multidisciplinary 
approach, considering that after the surgery pain may 
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be present and physicians and nurses must intervene 
early to prevent adverse effects due to this pain. 
Concerning the profile of physicians and nurses who 
treat postoperative craniotomy pain, it was identified 
that the majority of the respondents were female. It 
is believed that because nursing has historically been 
a female profession, a high frequency of this gender 
was found in the present study. The results show that 
only 3.3% of the professionals had expertise in pain 
treatment, and this data reveals the lack of knowledge 
that is extremely important in the field of practice of 
these professionals, in which the majority of patients 
frequently feel pain.
Among the professionals surveyed, 50% of the 
physicians and 33.3% of the nurses had more than 
10 years since their graduation. This finding suggests 
that professionals who have worked longer have more 
experience and knowledge about the aspects inherent 
to the pain phenomenon. It was not possible to make 
an association between professional experience and 
knowledge of pain. The results reveal that among the 
main clinical manifestations of pain, tachycardia was 
the most mentioned. Pain causes facial expression of 
intense discomfort, psychomotor agitation, anxiety, 
sleep disorders, hypertension, tachycardia, increased 
breathing pattern, drop in oxygen saturation, 
hyperglycemia, nausea and vomiting, decreased 
immune defenses, decreased intestinal tone, and 
neurological and thromboembolic complications(1,3,11). 
None of the professionals mentioned the decrease in 
oxygen saturation as an indicator of alterations found in 
patients with pain, which is worrying, considering that a 
decrease in saturation is one of the warning signs of the 
presence of pain. Postoperative pain is one of the most 
challenging clinical problems for physicians and nurses 
and should be constantly evaluated to avoid suffering 
and physiological alterations(12-13).
This study reveals that 30% of the physicians 
and 36.6% of the nurses showed a lack of knowledge 
regarding the pain scales. These are used to determine 
the degree of pain that a patient is experiencing and 
may be unidimensional or multidimensional. The 
unidimensional scales evaluate only one dimension of 
the painful experience, the most used are: the Visual 
Numeric Scale (VNS) and Visual Analogue Scale (VAS). 
The multidimensional scales, due to their increased 
complexity and difficulty of application, have their use 
restricted to specific situations(1). The evaluation of pain 
using unidimensional or multidimensional instruments 
should be part of the service, due to these being tools 
based on behavioral evidence of pain, which therefore 
support better care and the consequent targeting of 
practices. However, no scale, or even the combination of 
two or three, can replace the patient’s report of pain, as 
pain is a subjective phenomenon(1).
Regarding the knowledge of analgesia for pain 
treatment, the data obtained in this study differ 
from what is recommended by the WHO(14), which 
recommends the use of the Analgesic Ladder for choosing 
the appropriate therapeutic treatment. According to the 
Analgesic Ladder, for mild pain non-opioid analgesics or 
non-steroidal anti-inflammatory drugs (NSAIDs) should 
be used. For moderate pain, the ladder recommends 
a weak opioid and for intense pain, the use of strong 
opioids, in addition or not to the non-opioid or NSAIDs 
analgesics. In this context, in all the degrees of intensity 
and from the beginning of the treatment adjuvant drugs 
should be used. It is noteworthy that opioid analgesics 
are the main pharmacological intervention for pain 
control in hospitalized patients. These medications 
provide pain relief, solve the sleep disorder arising 
from the pain and, consequently, improve the quality 
of life of patients. Although these medications present 
many benefits, they can cause involuntary sedation 
and respiratory depression. The nurse plays an 
important role in preventing the adverse effects of these 
medications through the continuous monitoring and 
evaluation of the patients(15-16). Another pain treatment 
method is multifocal combination therapy that offers the 
potential to improve the efficacy and/or tolerability and 
safety compared to analgesia as a single agent. This 
combination has demonstrated efficacy with various of 
states of pain, including post-craniotomy pain(17-18).
In the present study, the professionals were 
found to have greater knowledge regarding the 
pharmacological treatments compared to the 
alternatives. Pain management can be divided into 
pharmacological and non-pharmacological interventions. 
Non-pharmacological therapies can be used in pain 
relief with clinical and surgical patients(19-20). Differing 
from the results of this study, a study(21) that evaluated 
the knowledge of physicians and nurses about pain, 
found that these professionals had a homogeneous and 
diffusely based concept regarding pain treatment. 
The present study found that 86.6% of the 
physicians and 40% of the nurses knew how to 
differentiate between analgesia and sedation. Analgesia 
is the elimination of sensitivity to the pain without 
suppression of the other sensory properties and without 
loss of consciousness, while sedation is distinguished by 
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its anxiolytic and hypnotic actions, eliminating agitation, 
anxiety and causing amnesia, but with little analgesic 
activity(21). The findings of the present study reveal 
the need for training these professionals with regards 
to sedation and analgesia in patients undergoing 
craniotomy, considering that patients under sedation 
may remain in pain, which can impair the neurological 
evolution. It can be inferred that misconceptions 
regarding the effects of sedation and analgesia, can 
collaborate so that painful procedures are performed 
improperly, producing discomfort and distress in the 
patients.
The knowledge of the professionals about the 
definition of pain reveals that only 63.3% of the 
physicians and 40% of the nurses reported the pain 
concept correctly. For more than two decades the 
concept of pain has been defined by the International 
Association for the Study of Pain(1), however, the lack of 
knowledge on the part of the professionals interviewed is 
worrying, considering that for an adequate evaluation of 
pain it is also necessary for these professionals to have 
knowledge of the concept and its subjective aspects.
The existence of few analgesia protocols was 
identified in this study. Many healthcare professionals fail 
to recognize the intensity of the pain in the patients due 
to the underevaluation of the pain(22). The inadequate 
evaluation of the painful phenomenon causes the pain 
to be misinterpreted or underestimated and therefore 
prejudices the appropriate management of the algic 
process and the quality of life of the patient(23). It is 
important to highlight that physicians and nurses who 
care for patients undergoing craniotomy should have 
knowledge about the evaluation and treatment of the 
painful phenomenon and should use multidisciplinary 
strategies for the appropriate management of pain(24). 
It should also be noted that it is necessary that 
these professionals understand pain as a whole and 
see the patient as a unique person with their own 
characteristics(25).
Conclusion
The study on the knowledge of physicians 
and nurses regarding pain in patients undergoing 
craniotomy provided the following conclusions: only 
one professional was a specialist in pain management, 
there were few analgesia protocols and there was 
a lack of knowledge on the part of professionals in 
relation to the pain evaluation methods and scales. The 
insignificant number of professionals with expertise in 
pain is a really disturbing aspect, as knowledge about 
pain is of fundamental importance in carrying out the 
anamnesis and evaluation of the pain. It is believed that 
the professional who is trained in the pain area will be 
better able to perform the management of the painful 
phenomenon adequately and, consequently, to reduce 
the suffering of the patient.
The data reveal the need to develop institutional 
policies regarding pain control, the use of instruments 
for measuring painful phenomenon, analgesia protocols 
and in-service education. It is believed that the results 
of this study may contribute to the sensitization of 
health professionals concerning the importance of pain 
control. Additional studies are suggested, in order to 
further investigate the issue.
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